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Conclusion: From observation and results it reached conclusion that the present study will help to increase the information pool on the anatomy of thyroid gland of Bangladeshi people. To establish a normal standard for Bangladeshi people, further studies with large samples from different zones including goitre endemic zones of the country are suggested.
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Introduction:
The thyroid gland is the largest endocrine gland in the body, and is unpaired1. It is a horseshoe-shaped mass clasping the upper part of the trachea 2 . The thyroid gland consists of two symmetrical lobes united by an isthmus, lies in front of the second, third and fourth tracheal ring 3, 4 . A pyramidal lobe, of frequent occurrence but variable size, extends upward from the isthmus or from the junction of the isthmus and one of the lateral lobes, usually the left 5 and connected to the thyroid cartilage and hyoid bone 6 . There may be in addition to the pyramidal lobe, a fibromuscular band known as the levator glandulae thyroideaewhich usually replace the upper part of the pyramidal lobe 7 .
The size of thyroid gland varies considerably with age, sex, physiologic state, race and geographical location. It is larger and heavier in mature females than in males, and it hypertrophies during menstruation and pregnancy 8 . Any abnormal enlargement of the thyroid gland is called goitre. Major enlargements may be associated with either excessive or deficient production of thyroid hormones 9 .
The common diseases of thyroid gland are hypothyroidism (cretinism in children and myxedema in adult), hyperthyroidism, autoimmune thyroiditis, Graves' disease. Among these, hypothyroidism due to iodine deficiency is commonest. 5% of the populations are affected from various thyroid disorders. Over 90% patients with hyperthyroidism are due to Graves's disease, multinodular goitre and
Abstract:
Back Ground: The thyroid is a brownish red, highly vascular earliest endocrine glandular structure appears in mammal. 
Grouping of the samples:
Grouping of the samples was done according to age into 6 groups (Table-I The parameters studied:
1. Observation (presence/ absence) of pyramidal lobe.
Observation (presence/ absence) of levator glandulae
thyroideae and its relation with the pyramidal lobe.
Observation and measurement procedure of pyramidal lobe and levator glandulae thyroideae:
The anterior aspect of the sample block consisting of tongue, pharynx, oesophagus, larynx, trachea, thyroid and parathyroid glands, major vessels of the neck etc. were dissected and the topographical relations of the thyroid glands were observed. During dissection, observation notes were kept about the existence of the pyramidal lobe. If present, its position was noted and its length from base to apex, the breadth at the base and thickness was measured in cm.
Levator glandulae thyroideae muscle was searched. When present, its craniocaudal extension was noted and the relation with pyramidal lobe was also observed.
Observation And Results:
Pyramidal lobe (table -II, Fig. 1 & 3 )
It was found that 20 (37.04%) out of 54 thyroid gland has pyramidal lobe. The incidence was being 16 (37.21%) in male and 4 (36.36%) in female. In each case the pyramidal lobe was single. It was also found from observations that autonomously functioning thyroid nodule (toxic adenoma). During thyroid surgery, there is every possibility of occurrence of haemorrhage and recurrent laryngeal nerve injury.
The thyroid is the earliest of the pharyngeal derivatives to make its appearance 10 . It begins to develop by about 24day (in week 4) after fertilization from a median endodermal thickening in the floor of the primitive pharynx 11, 12 between the tuberculum impar and the copula at a point later indicated by the foramen cecum 13 . As the embryo elongates and undergoes differential growth, the thyroid diverticulum migrates anteriorly and inferiorly to the hyoid bone and laryngeal cartilages tethered by a slender thyroglossal duct 14 . Almost from its initial appearance this thyroid primordium (thyroglossal duct) is bilobed 10 . Subsequently the thyroid descends in front of the pharyngeal gut as a bilobed diverticulum 13 . At first the thyroid diverticulum is hollow but it soon becomes solid and divides into right and left lobes, which are connected by the isthmus of the thyroid gland. By seventh weeks the thyroid gland has assumed its definitive shape and has usually reached its final site in the neck. By this time the thyroglossal duct has normally degenerated and disappeared 12 .
A pyramidal lobe, extending from the isthmus, is seen in about 50% of thyroid glands and is derived from the thyroglossal duct 11 . The pyramidal lobe may be attached to the hyoid bone by fibrous and / or some smooth musclethe levator glandulae thyroideae, which represent a persistent part of thyroglossal duct 12 .
Materials:
This study was done on fifty-four (54) human thyroid glands of all ages and both sexes. These entire samples were collected from unclaimed autopsied bodies in the morgue of the department of Forensic Medicine of Sylhet M.A.G. Osmani Medical College after requisite legal formalities. As autopsy is not performed routinely in our country for natural deaths, the samples were collected from medicolegal cases within twenty-four (24) hours after death before appearance of signs of putrefaction. The human thyroid gland with related structures was collected as enmass from November 2006 to April 2007.
The collected samples were washed gently with tap water. Blood and blood clots were removed. Each sample was tagged with a piece of waxed cloth which bear an identification number along with the age and sex of the victim. Then the sample was fixed and preserved in 10% formol saline solution.
Methods:
Place and duration of study:
This study was carried out in the Department of Anatomy, Sylhet M.A.G. Osmani Medical College (SOMC) from July 2006 to June 2007. Age and sex of cadaver were collected ORIGINAL ARTICLE below present study 24 . She also observed this lobe was situated more on the left than right.
Harjeet et al. (2004) found
LGT in 19.5% thyroid glands. In glands with LGT, it extended caudally from the body of the hyoid bone in 53.2% specimens 21 . In 10.8% instances, it arose from the median thyrohyoid ligament. Lehr (1979) found LGT in one case only (0.49%) 25 . Enayetullah (1996) studied and found LGT in 32% cases and its association with pyramidal lobe in 22% cases 23 . In most cases LGT were associated with pyramidal lobe and most of the pyramidal lobes were situated on the left side. Begum (2004) found LGT in 15% cases and all of them extended from apex of the pyramidal lobe to the body of the hyoid bone 24 . The incidence of LGT in present study was higher than studies of above mentioned authors. But the association with pyramidal lobe and attachment to hyoid bone was nearly similar. Chi-square = 28.125, P value = 0.000 (HHS)
Note: HHS = highly highly significant this lobe was situated more on the left side then on the right. Its base was mostly attached to the left half of upper border of the isthmus with or without encroachment on the adjacent part of the left lobe. In 3 samples its base was attached directly to the left lode and in 2 samples to the right lobe. In one sample its apex has no association with levator glandulae thyroideae. The length (base to apex) and the breadth and anteroposterior thickness at the base of this lobe varied from 0.4 to 3.7 cm, 0.6 to 1.6 cm and 0.2 to 0.6 cm respectively. The mean length, breadth and anteroposterior thickness of this lobe were 1.87 ± 1.04, 1.13 ± 0.33 and 0.43 ± 0.12 cm respectively.
Levator glandulae thyroideae (table -III, Fig. 2 & 3)
In this study, out of 54 sample levator glandulae thyroideae (LGT) was found in 32 (59.26%) samples of which 27 (62.79%) male and 5 (45.45%) female. In the male 15 samples of it, the lower end was associated the apex of pyramidal and 12 samples had no association with the lobe.
In the female 4 samples of it, the lower end was associated the apex of pyramidal and 1 sample had no association with the pyramidal lobe. In samples where the pyramidal lobe was absent, the lower attachment was with isthmus of thyroid gland in 9 cases, both right and left lobe in 2 cases and left lobe in 3 case. In 4 (12.5%) samples upper end attached to the thyroid cartilage and the others to the body of hyoid bone. In 3 samples both lobes of thyroid gland were separated i.e. isthmus was absent and in 2 cases the lower end of levator glandulae thyroideae was bifurcated and attached to each lobe of the thyroid gland. In one sample there was 2 levator glandulae thyroideae. The length of levator glandulae thyroideae varied from 0.4 to 5.4 cm. Mean length of levator glandulae thyroideae was 2.48 ± 1.15 cm.
Discussion:
The incidence of pyramidal lobe mentioned in the textbooks varied widely. Dozois (1977) , Moore and Dalley (1999) , Hansen (1997) , Pansky (1982) , described pyramidal lobe present in about 50% cases 11, 14, 15, 16 21, 22 . Enayetullah (1996) found pyramidal lobe in 25 (50%) cases and single in every case, which was above present study 23 . The incidence was being equal in male and female. He also observed that this lobe was situated more on the left than on the right. Begum 9.5% (10) patients needed urgent investigation and 30% (3) of them got it and 70% (7) did not get it (due to lack of lottery. Then out of 17 districts of Dhaka division, Tangail district was selected randomly also by lottery. From 10 rural or outline Upazilas of Tangail district five Upazilas were selected randomly namely Ghatail, Kalihati, Gopalpur, Bashail and Nagorpur. One hundred and five patients attending the emergency departments and 10 doctors were selected purposively from the above mentioned study places. Data were collected through self-constructed questionnaires-one for the patients and another for the doctors. Two draft questionnaires were prepared, designed to meet up the objectives of the study and were pre-tested. Hospital records were reviewed for total number of emergency patients and for the patients who were referred to higher centers. A checklist was use to find out the existing facilities in the Emergency Department and to find out the availability of the service providers in the Emergency Department. Collected data was checked, verified and edited for consistency to reduce error. Finally data was analyzed in computer by using Statistical Package for Social Science ( SPSS ) for window version 11.0
Results:
The study results reveal that the mean age of patients was 31.28 years. 73% (77) Out of ten (10) , seven (7) doctors did not think the ED well staffed. Shortage of staff mentioned was trained EMO, MA, Nurse, Ward boy and Sweeper. Out of ten (10), nine (9) doctors were not satisfied with their job. Causes of job dissatisfaction mentioned by them were unsuitable working environment, overload of work, lack of necessary drugs and logistics, unsatisfactory salary, no promotion, lack of accommodation, political mal-influence, unstable and flexible roster duty, unsatisfactory behaviour of the authority.
Discussion:
The findings of age are consistent with the study of Kaiser (Table-IV) . This was much facilities of required investigation in the ED in that shift). 59% (62) patients were discharged after treatment, 33.3% (35) were admitted to IPD and 6.7% (7) were referred to higher centers. Only one (1) patient were not received by the doctor (cool case advised to come to Out Patient Department / OPD on the next day). 9 . It correlates with the study of Bhuiyan where in 75.2% cases waiting time was less than 5 minutes 8 .
In the workshop on "Health Care Quality Assurance" which was held in August 1995 it was suggested that waiting time should be within 10 minutes in serious cases and 20 minutes in less serious cases 11 .
Out of 105 patients 59.0% (62) were discharged after treatment, 33.3% (35) were admitted to the IPD and 6.7% (7) were referred to the higher centers. These findings show dissimilarity with the study of Dr. Mazid Abdul in Holly Family Red Crescent Medical College Hospital, Dhaka where 24.55% were discharged after treatment, >4.5% were admitted and one patients was referred to higher center 2 .
One hundred and five patients were asked for providing suggestions for better management of the ED. Among them 43 provided suggestions and remaining 62 did not. Most patients desired supply of medicine required for their treatment. Some patients suggested ensuring O 2 supply, X-Ray facilities and other modern facilities for emergency patients. Some patients expected the presence of doctor in the ED always. Some patients gave emphasis on cleanliness of the ED.
Ten doctors were asked about equipment status of the ED. Among them 9 doctors considered the ED not well equipped. Deficiency / shortage mentioned were O2 cylinder, Sucker Machine, Nebulizer machine, Mini OT with necessary instruments, Emergency light, Weight Machine, AC, Trolley, Autoclave, Auroscope, Gloves, Adequate supply of medicine, Attached toilet, Attached doctor's room etc.
Referral rate of patients in the ED for Ghatail UHC was 9.5%, for Kalihati UHC 6.8%, for Gopalpur UHC 4.5%, for Bashail UHC 4.1% and for Nagorpur UHC it was 9.5%. The average referral rate was 7.0% ( 
